Purpose: Comfort is central to patient experience but the concept of comfort is poorly defined. This review aims to develop a framework representing patients' complex perspective of comfort to inform practice and guide initiatives to improve the quality of healthcare. Data sources: CINAHL, MEDLINE Complete, PsycINFO and Google Scholar (November 2016); reference lists of included publications. Study selection: Qualitative and theoretical studies advancing knowledge about the concept of comfort in healthcare settings. Studies rated for methodological quality and relevance to patients' perspectives. Data extraction: Data on design, methods, features of the concept of comfort, influences on patients' comfort. Data were systematically coded and categorized using Framework method. Results of data synthesis: Sixty-two studies (14 theoretical and 48 qualitative) were included. Qualitative studies explored patient and staff perspectives in varying healthcare settings including hospice, emergency departments, paediatric, medical and surgical wards and residential care for the elderly. From patients' perspective, comfort is multidimensional, characterized by relief from physical discomfort and feeling positive and strengthened in one's ability to cope with the challenges of illness, injury and disability. Different factors are important to different individuals. We identified 10 areas of influence within four interrelated levels: patients' use of self-comforting strategies; family presence; staff actions and behaviours; and environmental factors. Conclusion: Our data provide new insights into the nature of comfort as a highly personal and contextual experience influenced in different individuals by different factors that we have classified into a framework to guide practice and quality improvement initiatives.
Introduction
Patient experience is a fundamental indicator of healthcare quality, particularly patient-centred care [1] [2] [3] [4] . Comfort is central to patient experience and promoting physical comfort has become a core component of patient-centred care frameworks [5, 6] . However, confining comfort to a physical dimension overlooks evidence that comfort is more than the relief of pain and physical distress [7] [8] [9] [10] [11] . For example, patients are comforted by staff who are welcoming and kind [12] [13] [14] [15] and by the presence of family [12, [16] [17] [18] . Ambiguity about the definition and nature of comfort [7, 19] impedes efforts to improve patients' overall care experience.
Current definitions acknowledge comfort as a multidimensional concept [9] [10] [11] 20] but are too broad for guiding practice or informing improvement. Available comfort frameworks [14, [21] [22] [23] [24] hold promise but are limited to various subcomponents of comfort, and/ or lack patient-based evidence. None have been widely adopted for practice. Importantly, a patient-derived definition of comfort has yet to be developed [7] . This means that although comfort universally and profoundly affects patient experience [12-18, 25, 26] an assumption of what is important for patient comfort currently guides practice and quality improvement initiatives.
Failing to define comfort, to systematically assess patients' comfort needs [27] to support comfort-related caring as essential work [11, 14, [28] [29] [30] or to monitor omissions of comfort-related care [31] means that actions and behaviours contributing to patient comfort are subject to variation, may be given low priority or missed entirely, or simply fail to meet patients' individual needs [14, [32] [33] [34] . When this occurs patients and their family are let down by a healthcare service that is meant to care for them [14, [34] [35] [36] [37] .
This article describes a framework for informing practice and quality initiatives related to patient comfort developed from an integrative review of theoretical and qualitative studies relevant to patients' perspective of comfort. The framework identifies the multiple influences on patient comfort and could be used by healthcare providers in a variety of care contexts to identify essential care processes required to improve patients' experience of care.
Method
This review was guided by Whittemore and Knafl's (2005) integrative review method [38] .
Search strategy
Our search strategy sought qualitative and theoretical literature contributing to an understanding of patients' perspective of comfort in a healthcare setting. We searched electronic databases (CINAHL, MEDLINE Complete, PsycINFO and Google Scholar) up to 25 November 2016 using the search terms comfort AND a number of terms chosen to identify qualitative and theoretical studies (Supplementary File 1). References lists of included publications were also reviewed.
Selection criteria
We included English language studies that advanced knowledge about the concept of comfort by either: (i) theoretical enquiry such as concept analysis; (ii) qualitative research exploring the perspectives of patients and staff; or (iii) qualitative research identifying comfort as a thematic finding. Excluded studies were those without relevance to healthcare, of poor methodological quality, or studies using instruments (such as questionnaires, symptom checklists) developed without prior exploration of patients' perspectives (Supplementary File 2). All titles and abstracts were screened for eligibility. Full texts were reviewed in those meeting initial selection criteria. No date restriction applied although articles pre-dating 1990 were screened by title only if the abstract was not electronically available. One author (CW) under the guidance of two others (AM, MB) performed study selection.
Data extraction and quality assessment
Data extracted were sample characteristics, methods, and the following structural features of a concept: [39] definitions for comfort; the conditions in which the need for comfort arises; the characteristics of comfort; boundaries; and outcomes. Also extracted were data describing influences on patients' comfort such as specific interventions, the quality of staff interactions and environmental conditions. Coding definitions guided data extraction. Data were managed using NVivo software.
Study quality was assessed using a 2-criterion approach [38] (Supplementary File 3) . The first quality criterion related to methodological rigour. Three appraisal tools were used because of the differing methodological approaches within the primary studies [38, [40] [41] [42] . Studies were graded as either low, moderate or high. Low-grade studies were subsequently excluded. The second quality criterion related to data relevance [38] , assessed using the CERQual (Confidence in the Evidence from Reviews of Qualitative research) approach [43] . Our primary consideration was the extent to which studies contributed to knowledge of patients' perspectives. Studies were categorized as either relevant, or having indirect, partial or uncertain relevance [43] . All authors (C.W., M.B., A.M., A.F.M.) developed the quality assessment processes. One author (C.W.) conducted data extraction and quality assessment and sought clarification when uncertain.
Data analysis
Using Framework method [44] , matrices were developed from the coded data to enable systematic comparison between included studies and identification of common categories and themes. Initial coding and categories were informed by an insightful concept analysis of high methodological rigour and data relevance [7] . Other categories emerged from the data as analyses progressed. The final themes are grounded in patient-derived evidence as data relating to the meaning and influences on comfort originated predominantly from qualitative studies. Categories, themes and the framework were refined over time following interpretation of the data by all authors (C.W., M.B., A.M., A.F.M.).
Results
The Preferred Reporting Items for Systematic Reviews and MetaAnalyses (PRISMA) [45] flow diagram is presented in Fig 1. Electronic searching retrieved 906 articles; screening from reference lists of included studies located an additional 35 papers. After removal of duplicates, 763 titles/abstracts were screened for eligibility from which 613 articles were excluded as they did not meet selection criteria. A further 85 articles were excluded after full text review. Sixty-five studies were involved in quality appraisal after which three low-grade studies were excluded (Supplementary File 4) . The final sample involved 62 studies (14 theoretical, 48 qualitative) of moderate to high quality (Supplementary File 5; Supplementary File 6).
Of the 48 qualitative studies, 19 explored comfort from patients' perspective in settings that included hospice, paediatric wards, emergency departments, medical and surgical wards of a general hospital and residential care for the elderly. Sample sizes ranged from one (a case study of a single child) to 38 [12, 15-18, 30, 46-58] . Three studies explored patient and staff views concurrently [14, 22, 59] and two studies explored comfort solely from staff perspective [33, 60] . Six studies explored comforting behaviours within nurse-patient interactions using observational methods [11, 28, [61] [62] [63] [64] . The remaining 18 qualitative studies identified comfort or comforting as a thematic finding. Of these, 15 studies explored the patients' perspective of aspects of care relating to therapeutic interactions, touch, development of trust, spiritual care, nursing care and quality of care [13, 21, 32, [65] [66] [67] [68] [69] [70] [71] [72] [73] [74] [75] [76] , two studies explored staff perspectives of caring for critically ill patients [77] or dying patients [78] and one study explored use of therapeutic touch using observational methods [79] .
Of the 14 theoretical studies, six were concept analyses [7-9, 29, 80, 81] , two utilized previous concept analyses to develop a comfort taxonomy [82] and process for operationalizing comfort [23] , two described the development of Comfort Theory [83, 84] , and one explored historical changes in the role of comfort in nursing care [85] . The remaining three studies were literature reviews exploring comforting nurse-patient relationships [24] , comfort as an individual health goal [86] and the characterization of comfort in nursing literature [19] .
What comfort means to patients
Comfort is multidimensional [7, 9, 15, 22, 30, 52, 81, 84] , experienced by patients as a sense of positivity and strength characterized not only by the relief (even if only temporary) of physical discomfort but an integration of positive emotions that include feeling confident, competent, having a sense of personal control, feeling cared for, valued, safe (able to trust) and at ease [12-18, 21, 22, 30, 32, 47, 49, 51, 52, 75] . Patients' description of comfort varied within these common themes. For example, patients with terminal illness described comfort in terms of feeling at ease or at peace [16] , patients receiving emergency care described comfort in terms of feeling safe, cared for and able to relax [51] and children described comfort in terms of feeling better, safe and not sad [12, 17, 18] . Studies excluded for low quality (n = 3)
Qualitative studies included in review (n = 48) Figure 1 Flow chart of the selection of studies for review.
During healthcare experiences, patients' level of comfort was dynamic, transient and experienced on a continuum. Total comfort was described as elusive, instead patients spoke of being as comfortable as expected under the circumstances they faced [30, 48, 52, 54, 55] . Enduring discomfort and distress was patients only option during times of overwhelming distress, or when staff failed to respond to patients' comfort needs [12, 14, 28, 46, 55, 61, 69] .
When is comfort important?
Patients' need for comfort was individual but occurred at any stage of the illness-wellness continuum. Common triggers were: separation from family and home life; feelings of vulnerability, loneliness and dependency arising from the functional impact of illness, injury or ageing; pain and distress from the healthcare condition or its treatment; anxiety over signs of illness, or feelings of shock and grief if illness is confirmed; experiencing fear and uncertainty about treatment and planned procedures; facing the challenges of chronic illness and life-changing events; and environmental stressors [7, 9-12, 14, 16-19, 22, 29, 30, 32, 46, 48, 49, 51, 54, 55, 58, 59, 75] .
Factors influencing patients' comfort
Factors influencing patients' comfort within healthcare settings were complex but underpinned by certain well-defined themes. An integration of patients' perspectives from a range of healthcare settings identified 10 themes or areas of influence within four interrelated layers: patients' self-comforting strategies; family presence; staff interactions; and the immediate clinical environment.
These findings are depicted in a framework describing the influences on comfort in healthcare settings that we have named the Comfort ALways Matters (CALM) framework (Fig. 2 ). The first (inner) layer relates to patients use of self-comforting strategies. Placing the patient at the centre highlights patients' participation in the process of comforting. Moving progressively outward, three further layers relate to interpersonal and environmental influences on comfort within the patients' immediate care setting. These layers encircle the patient influences emphasizing the need for a patientfocused approach and the interrelated nature of each influence.
The multiple influences on comfort relate not only to effective symptom relief but also to the following: developing a sense of belonging within a culturally familiar environment; patients' use of self-comforting strategies; feeling connected to one's spiritual or religious faith; having family near; interactions with engaged, committed and competent staff; feeling prepared for what lies ahead and having opportunities for participation; receiving timely assistance; and clean, well-resourced physical facilities. Tables 1-4 provide a summary and supporting evidence for each of the 10 influences identified.
Evidence of synergy between the influencing factors indicate the complexity and, indeed, the art of comforting. We also noted differences in patients' perspectives within the broad influences identified. For example, comforting qualities of staff and family differed between children hospitalized with chronic illness [12, 17] and elderly in long-term residential care [14, 15, 30] . The importance of understanding individual preferences is emphasized by many authors.
These findings led us to define comfort as follows: from patients' perspective, the state of comfort is transient and dynamic, arising from an integration of complex, personal and context-specific factors but characterized by relief from physical discomfort and feeling positive and strengthened in one's ability to cope with the challenges of illness, injury and disability.
Discussion
Through integrating theoretical and qualitative research representing patients' perspectives, we have identified 10 themes operating within four levels that interact to influence comfort (Tables 1-4) . We have Figure 2 The CALM framework.
Tables 1 Influences on comfort relating to patient characteristics and ability to self-comfort

Influences
Summary Evidence
Use of self-comforting strategies
Patients use a number of strategies to boost positive emotions associated with comfort. Sensitivity to these strategies by others (family, healthcare staff, other patients) influences patients' ability to self-comfort.
The theme 'Use of self-comforting strategies' originated from the notion that increasing one's comfort involves the ability to draw on one's intrapersonal resources [7] ; a notion congruent with the view that patients actively promote their own comfort through self-comforting strategies [11, 48] . The following self-comforting strategies were identified in studies exploring patients' perspectives [12, 14-18, 46-48, 50, 52, 53, 55, 59, 72-75] , many of which are sensitive to actions and behaviour of family, staff and environmental influences: Positive thinking: Putting events into perspective, focusing on improvement, believing that things will improve, thinking about family or personal goals during tough times [12, 14, 16, 17, 32, 46, 47, 52, 53, 55, 59, 72, 74] . Surveillance-seeking reassurance: Monitoring and interpreting symptoms; identifying the assistance needed and how to get it; searching for confirmation of safety such as the availability and competency of staff [14, 48, 74, 75] . Getting informed, working to get better and adapt: Working out ways to adjust to and accept a new way of life, finding ways to compensate for or manage symptoms to regain functional capacity, independence and the ability to self-care [11, 14, 15, 32, 55] . Keeping busy/distraction: Playing with toys (children), watching TV, maintaining hobbies, interests and usual activities [15, 17, 18, 46, 50, 53, 59, 74] . Spiritually connected Some patients gain comfort by sustaining (possibly re-establishing) their connection with a higher power, particularly during times of fear or uncertainty.
Spiritual sourcing [7] or spirituality, as an influence on comfort was consistently identified in theoretical [9, 29, 82, 85, 86] and qualitative studies exploring patients [14-16, 22, 30, 52, 56, 58, 59, 65, 69-72] and staff perspectives [14, 33, 60] of comfort and comforting. Feeling 'spiritually connected' involves both intrapersonal and interpersonal processes, including the availability of staff who are able to recognize and support patients' dynamic spiritual needs [33, 65, 69] throughout their illness trajectory. Finding comfort through spiritual/religious activities: Comfort derived from spiritual or religious activities relates to a sense of feeling nurtured, and sustained. Connecting with a higher power, knowing that God is present provides strength and a feeling of solace, peace or calm [15, 22, 47, 56, 65, 69] . Religious or spiritual activities that provided comfort in this way included use of prayer, reading daily scriptures, religious observances and other faith-based or spiritual activities such as meditation, visits from clergy, family prayer and religious song [15, 16, 22, 30, 52, 56, 59, [69] [70] [71] [72] and connecting with nature [30, 58] . The ability to self-comfort is aided by healthcare staff who understand and accommodate patients' needs by providing a supportive environment such as a quiet place and time for prayer, and facilitating timely access to chaplaincy [22, 65, 69, 70] . Culturally connected To most patients, healthcare environments are initially unfamiliar. Patients' comfort increases in an environment within which they feel welcome and developing a sense of belonging or connection i.e. people, surroundings are familiar and values, preferences and customs are understood and congruent with their own.
We began analysis of this data from the perspective that healthcare experiences frequently involve exposure to unfamiliar or different cultural norms and values such as those embedded within the healthcare organization, those of the staff caring for them and those of other patients and visiting family. The theme 'culturally connected' arose from the view that cultural resonance [7] and cultural preferences for comfort-related caring [53, 81] substantially influence patient comfort. This view was proposed in relation to cultural fit based on ethnicity and there was evidence for this [13, 16, 22] . However, data also suggested that cultural fit should be considered using a broader definition of culture [105] such as the extent that patients feel their needs are understood and accepted with respect to age; gender; sexual orientation; occupation and socio-economic status; religious or spiritual beliefs and disability. Feeling 'culturally connected' describes comfort gained from a personal sense of fitting in, or resonating with the cultural norms and values of the healthcare environment within which one is receiving care. Two interrelated factors were identified: Cultural familiarity: Missing home life was particularly evident in the comfort experiences of children and those in long-term or residential care for whom family contact and routines were significantly disrupted [12, 15-17, 46, 59] . Amongst all that was missed from home was that which appeared to be culturally familiar such as food, own things, way of being together with friends and family, communicating in one's own language. Developing a sense of belonging within the healthcare setting brings comfort by counteracting the negative emotions associated with separation from home and home-life [15-17, 46, 59] . Developing a sense of belonging or connection: Patients feel connected to place and people when they feel welcome, when they feel their preferences and customs are accepted by others (patients and staff), when able to maintain a sense of self through having family near, when surrounded by familiar or personal items, by developing a network of support amongst patients and staff [12, 13, 15-17, 22, 32, 46, 48, 52, 59 ] and working to become familiar with the cultural norms of the healthcare setting (staff expectations, clinical jargon, routines) [48, 76] .
synthesized these findings into a multidimensional framework (Fig. 2) to inform practice and guide initiatives to improve the quality of healthcare. The framework offers new insights into the experience of patients and the complexity of the factors that influence it. These findings have broad applicability because primary sources involved children and adults with a range of healthcare conditions and from varying cultural and religious/spiritual backgrounds. Our definition of comfort broadly aligns with others [9, 11, 20] in the sense that comfort is defined as a dynamic and multidimensional state. For example, Kolcaba defined comfort as 'the immediate state of being strengthened by having the needs for relief, ease, and transcendence addressed in the four contexts of holistic human experience: physical, psychospiritual, sociocultural, and environmental' [20] . Kolcaba's definition was based on findings from concept analysis and a review of holistic nursing literature [23, 80, 83, 84] . In comparison, our findings are grounded in patient experience and bring us closer to a patient-derived description of ideal practice (i.e. influencing factors) amenable to the identification of best practice standards.
The research reviewed here shows that comfort is a crucial aspect of patient experience, and that it is influenced by many factors. The relief of pain and physical discomfort are important, but so are many other things. This view differs from existing patientexperience frameworks which tend to present comfort as existing within a physical dimension [5, 6] . We identified that comfort crosses several dimensions and could be considered a dimension of patient experience in its own right. As such, comfort is a useful marker of the success of healthcare approaches that aim to improve patient experience. As with other broad concepts [87, 88] , measurement will depend on how comfort is defined and from whose perspective.
Implications for practice and quality improvement
There has been a lack of clarity about the definition and nature of comfort [7] which may have contributed to its modest prominence in contemporary healthcare. Comfort, above all, is promoted by the individualization of care to the personal needs of each patient. We believe our framework guides the systematic multidimensional assessment of patients' comfort needs at either individual or service level. However, influencing factors are both complex and subtle. Expecting patients in the midst of vulnerability and distress to describe their comfort needs seems unrealistic. Developing a proactive culture of comfort-related caring in response to an overall understanding of patients' perspectives may be a more useful approach.
As with any effort to improve patient experience [89] , we recommend that efforts to standardize comfort-related caring be developed in partnership with patients. Our framework provides guidance for structuring conversations with patients, family and staff about their perceptions and experiences of comfort and comforting. We found that patients' perspectives differed by healthcare condition, patient characteristics and context of care. It is therefore important to identify best practice at service level and prioritize quality improvement initiatives accordingly. Assessment of patients' comfort needs should consider patients' interactions with all healthcare staff because influences on comfort were not specific to any one discipline, or clinical staff [18, 21, 52, 65] .
This review provided some insight into barriers associated with comfort-related caring. These include regimented care routines, lack of functioning equipment/supplies, time limitations and lack of a person-centred culture of care [14, 15, 30, 32, 33, 48, 59] . Organizational-level barriers such as these highlight the role clinical and organizational leaders have in supporting staff to provide the necessary care [2, 34, 35] , and monitor care delivery using clinical indicators and definitions of adverse events based on patient-derived evidence of important aspects of care [89] [90] [91] [92] [93] .
Strengths and weaknesses
A strength of this review is its comprehensive nature and the large number of studies located. Our methods enabled us to develop a comprehensive understanding of the nature of comfort, identify the multiple influences on comfort with some confidence, and synthesize these into a single framework. During analysis, data from highquality studies and of most relevance to patients' perspective were [16, 47, 52, 55, 58] . In particular, children do not like being alone in hospital [12, 17, 18, 46] . Family also comforted by providing distraction, familiarity and practical care [12, 15, 17, 18, 46, 55, 59, 78] .
Positive staff-family relationships and a family-friendly environment also comforts because even during illness, injury or disability patients continue to be concerned for the welfare of those that care for them.
Continuing as a family member: There is also a sense of reciprocity in the comforting relationship between family and patient [15, 17, 59] . In the elderly, this sense of comfort was about continuing meaningful relationships with others that contributed to a sense of self-esteem and personal value [15, 59] . In addition, patients continue to be concerned for the welfare of their loved ones despite ill-health [12, 16, 17, 59] and find comfort seeing that the emotional and informational needs of their family are met [51] . Staff acknowledgment of family also demonstrates awareness of patient's identity and value outside of the healthcare context [52] . [13, 14, 66, 73] .
Social exchange has an important but complicated role in the promotion of patients' comfort.
Comforting actions and behaviour tailored to individual need: Patients' description of comforting actions and behaviour varied between and within studies. Descriptions included the following: positive empathetic talk (reassuring, conveyed empathy) [51, 55] ; comforting touch [17, 53] , talking together [12, 17, 21, 49] , listening [12, 17, 21, 53] , being read to [46] , showing respect, consideration and concern [30, 46, 49, 73] ; being reliable and pleasant when providing care [15, 30, 59] providing reassurance that they have time for patients' needs [15, 21] , and fostering self-acceptance of changed physical bodies by showing acceptance [32, 51, 55] . Comforting social chit chat / use of humour: Casual communication between patients/family and staff comforted primarily by distracting/and normalizing stressful situations but also by helping maintain patients' identity [14, 66, 67] and sense of value [21] . In addition, social exchange helped establish rapport [15] and knowledge of patients' preferences that promoted personalized care [14] . There was evidence that social exchange must be professional to be appreciated; redundant questions were annoying [30] . Different patients prefer differing levels of privacy [32, 59] .
Perceived and Actual Competence
The perception of clinical competency promotes comfort by developing a sense of safety and confidence.
'Perceived and actual competence' was identified as an influence on comfort in findings of qualitative studies exploring patients [13, 16, 17, 22, 51, 52, 55, 65, 68] perspective of comfort and comforting. Perception of competence: Patients find comfort (sense of trust, safety and confidence) when they perceive that staff have the ability and knowledge to perform the care required and that someone they can trust is looking after them [13, 17, 51, 52, 55, 59] . Having confidence in staff may enable some patients to relinquish control in ways that promote relaxation, adjustment and recovery [51, 52, 55] .
Actual competency in each influence ensures provision of necessary care.
Actual competence: Staff competence in each of the influences identified is essential, including aspects of care related to spiritual needs [33, 65, 69] , cultural competency [13, 16, 22] and effective, sustained symptom management [29] .
Information and Participation
Information influences comfort because it enables patients to understand their situation and prepare for what lies ahead. However, information needs are personal.
Information and aspects of care related to patient participation were identified as an important and interrelated influences on comfort in theoretical [7, 8, 81, 86] and qualitative studies exploring patients' perceptions [14, 15, 21, 28, 30, 49, 51, 54, 55, 59, 67, [74] [75] [76] of comfort and comforting. The following is a synthesis of data describing patients' perspective. Information: While information can be unsettling [30] , patients commonly described feeling comforted (sense of control, ease) from explanations and information because they understood what was happening to them, what was expected of them, what was likely to happen, and were able to prepare and plan for what lies ahead [15, 21, 28, 30, 49, 51, 55, 67, [74] [75] [76] . To be comforting, information must be timely, consistent, accurate, understandable [30, 51] and, because not all patients feel they can ask for information, offered spontaneously [51] .
Information and opportunity for participation promotes emotional comfort through increasing patients' sense of personal control or empowerment. Participation promotes physical comfort by enabling care to be personalized. Participation: At times, patients may prefer to relinquish control to healthcare staff, parents or family [55, 67] . More commonly, information and opportunities for participation promoted a sense of empowerment [55] and personal control associated with emotional comfort [15, 32, 74] . Participation in care promoted physical comfort by enabling care to be personalized [13-15, 30, 49, 59, 66] . Patients willingness to participate, such as reporting symptoms, asking for help, confiding in staff, increased when patients' felt comfortable with staff (refer Engagement and Commitment) [13, 14, 66, 73] . Effective and sustained relief from symptoms that include but are not limited to pain is a crucial aspect of patients' experience of comfort.
Over recent years the phrase 'comfort measures' has become a euphemism for symptom management in the terminally ill [85] . However, theoretical [7, 9, 23, 29, 82, 86] and qualitative studies [12, 15, 18, 22, 30, 46, 48, 49, 51, 52, 58, 78] consistently identify that effective and sustained symptom relief is critical to patient comfort, regardless of prognosis. Symptom management: Pain was a common cause of symptom distress [15, 18, 22, 30, 46, 48, 49, 51, 52] but patients also spoke of discomfort from nausea and vomiting, [18, 30, 51] constipation, [15] diarrhoea, [52] dizziness, [18] fatigue or an inability to rest or relax [30, 49] and the side effects of treatment [12] . Holistic Care and Assistance
Patients' description of discomfort was complex and related to the overall impact of the illness, injury, ageing and disability as well as to specific symptoms.
The theme 'Holistic care and Assistance' relates to non-pharmacological interventions provided for the relief of emotional and physical discomfort. Data were derived from theoretical [7, 9, 29, 86] and qualitative studies exploring patient and staff perspectives [12, 14-18, 21, 22, 30, 46, 48, 49, 51, 52, 55, 75, 76, 78] . Physical and emotional discomfort: Patients' described many and varied causes of discomfort and included reference to: invasive interventions (needles, tubes) [18, 46] , tight bandages [48] wound staples [49] painful and scary examinations, tests and treatment [12, 17] , feeling cold and shaky [51] , immobility [15] , eating or drinking restrictions [49] , unappetizing food [18] boredom [14, 18, 52] , side effects of the treatment [12] , extreme anxiety [51] , a dirty mouth [14] haemorrhoids and itching sutures [49] . Emotional discomfort, defined as a unpleasant negative feelings and tension [21] was described by many participants and included feeling forgotten, disheartened, waiting for care [30, 59] , having fears and worries about surgery, symptoms or monsters (children's perspective) [18] fear of dying [46] , concern for other patients [18] , seeing parents worry [12] and feeling sad and alone [12] .
Holistic care involves multiple and varied nonpharmacological interventions essential to the relief of emotional and physical discomfort. Getting the help needed promotes comfort by reducing the emotional and physical impact of loss of function and enables people to live their life as normally as possible.
Holistic care: Specific non-pharmacological interventions for physical discomfort included positioning, gentle handling [15, 51, 59] , providing popsicles, iced water [18, 51] appetizing food, something to drink, a warm blanket [51] , a cooling shower [59] , assistance with hygiene and grooming [14, 15, 21, 22, 30] , ensuring that mobility aids are available and in good repair [14, 15, 48, 76] and removal of catheters and drains [18, 51] . Typically, these interventions were entwined with behaviour indicative of engaged and committed staff (refer 'Engagement and Commitment') so that patients felt cared for and nurtured as staff worked to relieve their physical discomfort. Assistance-getting the help needed: Patients who have lost independence rely on help from others. Providing timely assistance is a crucial influence on comfort because it eases the burden of dependency, provides patients' with a sense of security knowing that care needs will be met, and enables them to live their life as normally as possible, thereby fostering adaption and acceptance [12, 14-16, 30, 55, 59, 75, 76] . Simple examples of help that promoted comfort included placing cups and water jugs close at hand, lifting the lid from the dinner tray, ensuring the call bell is in reach [14, 15, 30, 59, 75] . Offering assistance was also important because patients can sometimes be reluctant to ask staff for help [13, 50] .
given greater weight. However, all studies informed our analysis and triangulation of data between methods, participants and findings have strengthened the review findings. Our search was comprehensive but relevant studies may have been missed, in particular those pre-dating 1990. We endeavoured to remain true to the essence of the findings from primary studies but some of the complexity within the data may have been lost.
Implications for research
Findings from qualitative studies suggest that patient comfort supports participation in recovery and health seeking behaviour [11, 13, 21, 30, 33, 48, 51, 61, 62, 73] . Many authors theorized that comfort aids adaption, coping, acceptance [11, 30, 32, 51, 55] , healing [11, 21, 48, 55, 84] and promotes optimum health and wellbeing [9-11, 30, 48, 54, 86] . Studies evaluating the outcomes of comfort were identified during the review process and a review involving quantitative studies is planned. We excluded quantitative studies from this review because we felt, as do others [19] , that comfort needs to be better understood before the outcomes of comfort can be quantified. We believe that this framework is the first step towards identifying clinical metrics for quantifying comfort using a patient-derived definition of comfort. There is still much to understand about the promotion of consistent and effective comfort-related care. Person-and family-centred care [88, [94] [95] [96] , relationship-centred care [97, 98] and care guided by human values such as the 6Cs [99] are relevant approaches. The approach best suited to operationalizing the influences on comfort, and how to incorporate the findings into existing patient experience surveys requires further study. We also need more work on how comfortrelated caring can be taught, modelled and sustained in practice.
Our framework may prove particularly useful for isolating important areas for improvement that may be missed by existing patient experience measures [37] or exploring reasons for variation in experience when identified [100, 101] . It may also be useful for exploring expectations of care in certain groups in order to meet patients' unique clinical needs [90] or ensure a culturally responsive service [102] . The populations to whom the framework is most applicable warrants further study; as does the notion of resilience [7, 52] or state and trait characteristics of comfort [103] . In keeping with our purpose, our framework focused on modifiable influences on comfort.
Finally, no studies could be located exploring differences in perspectives on comfort or comforting based on culture, despite evidence of variations in perspectives amongst people of differing ethnicities [13, 16, 81, 104] . An exploration of ethno-cultural influences on comfort is currently underway amongst people of Mā ori, Pacific and New Zealand European ethnicities undergoing cardiac surgery in a New Zealand setting.
Conclusion
This review of predominantly patient-based evidence demonstrates that from patients' perspective comfort is a defining aspect of patient experience. We have identified a number of modifiable influences on comfort and classified these into a framework to guide practice and quality improvement initiatives. Comfort is personal and contextual; therefore, practice and quality improvement decisions must be made from an understanding of the perspectives held by patients developed in the context of patients' underlying healthcare condition, culture and care setting.
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